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DEPARTMENT OF HUMAN SERVICES 
STATE PLAN AMENDMENT 

The Acting Directorof the Department of Human SERVICESPURSUANT to the AUTHORITYcontained 
in DC Code, Section 1-359,hereby gives NOTICE of adoption on October 1, 1996, of the following 
policy governing reimbursement underthe MEDICAID program to INTERMEDIATE care facilities for 
mentally retarded persons in THEDISTRICT of Columbia. 

The notice of proposed RULEMAKING for all sections except SectionsIII B. and 111. C. was 
published in the DC REGISTER on September 27, 1996, Volume 43, Number 39, Pages 5297 to 
5298. The notice of proposed RULEMAKING for Sectton III.B. and Ill. C. was published in the 
Register on February 14, 1997. 

The entire Attachment 4.19 D Part I1 of the MEDICAID State Plan is being replaced by this 
amendment, #97-02, effective October 1, 1996. 

I, 	 REIMBURSEMENTPRINCIPALS Ah3 METHODS FOR INTERMEDIATE 
CARE FACILITIES FOR THE MENTALLY RETARDED 

A. 	 The MEDICAID Program shall pay AN intermediate care FACILITY for mentally 
retarded at a rate that is reasonable and adequate to meet the costs that must be 
Incurred by an efficiently andECONOMICALLYoperated intermedate care FACILITY 
for mentally retarded In order to provide care to MEDICAIDrecipients in 
conformity with applicable District and Federallaws, regulations, andquality 
and safety standards. 

B. 	 Specific methods of cost FINDING and cost reporting are defined in the 
program's cost reporting forms and instructions. 

C. 	 In the absence of specific instructions or definitionscontained in the 
program's regulations or cost reporting forms and instructions,the treatment 
or allowability of a cost shall be determined in accordance with the MEDICARE 
Principals of REIMBURSEMENT 42 CFR Part 413, and their interpretation in 
Provider Reimbursement -Manual 15, 

D. 	 intermediate Care Facilities for MentallyRetarded shall be p a d  on a 
prospective basis at  a FACILITY-SPECIFIC a l l  inclusive per DIEM rate for al l  
services required to be provided under the CONDITIONS of Participation (42 
CFR 4.83.440),except for active treatment services provided under a 
CONTRACTUALarrangement. Reimbursement for active treatment services is 
DESCRIBEDin Section X V .  A FACILITY’S reimbursement rate is set by 
determining four per &em cost components derived from each facility'sbase  

Page I 



year and TRENDING them forward to the fiscal year ENDING September 30, 1997 

The four cost components are: 
1) capitalcosts, 
2) routineand SUPPORTcosts, 
3) health carerelated Costs, and 
4) ADMINISTRATIVE & general Costs 

The all inclusive base rate for a FACILITYis CALCULATEDon 1993 AUDITEDcosts or AUDITED costs 
or AUDITEDcosts from a facility’s INITIAL cost reporting period (base year), WHICHEVER is 
later, SUBJECTto the limitations explained below for EACH COST COMPONENT The 
Commission selected 1993 as the base year because it  REPRESENTS the most current year that 
has been substantially audited. 

19 4 3  

All cost reports are adjusted to September 30, m based on the Bureau of Labor 
Statistic MEDICAL Care Services Consumer Price Index for Washington D.C.(BLSCPT). If 
a specific month is not calculated in the BLSCPI the MONTHbefore and after the 
unavailable month will be averaged to determine an estimated CPI for THE UNCALCULATED 
month. The base rate is the sum of allowable costs for CAPITAL-RELATEDexpenses plus the 
lower of allowable costs per day or the median of all FACILITES for each cost category. 

E. 	 In addition to the per diem rate described in SECTION I.D. above, INTERMEDIATE care facilities 
for persons with mental retardation shall be p a d  an ADDITIONAL amount for each person 
who receives active TREATMENTunder ARRANGEMENT with another provider. That ADDITIONAL 
mount  will be calculated and paid a6 provided in Section XV. 

XI. COMPUTATION OF CEILINGS OR LIMITS FOR PER DIE-M COST 
COMPONENTS 


A .  Costs fall into four component CATERGORIES 

I. 	 HEALTHCARE-RELATED 
andII. RoutineSupport 

m. ADMINISTRATION and General 
IV. Capital-Related 

These cost categories are COMPRISED of the FOLLOWINGcost centers from the MEDICAID cost 
report. These cost centersare located on page five of the MEDICAID COST report and are 
delineated by cost report line number. 
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I. HEALTHCARE-RELATED COSTS 


PROFESSIONAL Services 
1. NURSING/COUNSELORS 

2. Physician 

3. RELATEDCLERICAL Staff 

4. IHP 

5 .  QMRP 

6. Resident Clothing, MISCELLANEOUS Health Care 

7. Client Costs 


Therapeutic SERVICES 
8. Medical Supplies 

9. Laboratory 

10. Psychologist 

11. Physical and SPPECH Therapy 


Addties and Social Services 
12. Social SERVICES 

13. Patient Activities 

14. Trampomtion 




State: DISTRICT 01 Columbia Attachment 4.19D, Part I1 
page 20 

October 1, 1996, at a per diem rate that is less than the reimbursement rate to which i t  would 
have been entitled on September 30, 1996, under the policy then in effect, then reimbursement to 
the facility will be according to a transition floor establishedat no less than 85 % of the facility’s 
1993 audited costs, trended forward to October 1, 1996. Effective May 1, 1998, the TRANSITION 
floor will be established at no less than 65 YOof the facility’s 1993 auditedcosts. trended forward 
to October 1. 1997. 

br . . .  _ _ _  .. _ .  -. ,... ., . .  

XV 	ADDITIONAL REIMBURSEMENT AMOUNT FOR ACTWE TREATMENT 
SERVICES FURNISHEDUNDER ARRANGEMENT 

A. The MEDICAIDPROGRAM will pay en ADDITIONAL amount to eachICF/MR for the 
costs of PROVIDING active treatment SERVICES under ARRANGEMENT with another 
PROVIDER In the DISTRICT provider; of active TREATMENTservices arc also known as 
“day treatment provider;” because they furnish day treatment SERVICES to ICF/MR 
residents and NON-ICF/MRCUSTOMERS The ADDITIONAL amount paid to AN ICF/MR 
for each of ITSRESIDENTS will be the product of: (1) the MEDICAID-APPROVED per 
&em rate for a RESIDENT’S active treatment services and (2) the actual number of 
days when active treatment services were provided under arrangementwith an 
active treatment provider to that ICF/MR RESIDENT The MEDICAID-APPROVED rate is 
the provider-specific per &em rate THAT is p a d  by the MEDICAID Program to the 
“Day Treatment Provider”for day treatment services that it furnishes to adults 
receiving day TREATMENTservices who are MEDICAID beneficiaries. 

B. 	 When a resident of an ICF/MR is TRANSFERREDfrom one active TREATMENTprovider 
to another such provider, the ADDITIONAL amount paid to  that ICF/MR for the costs 
of active treatment services for that RESIDENT shall be recomputed to reflect the per 
&em rate APPLICABLE IO the new “day treatment provider”. 
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